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~§::::. hLED JUN 2 5 195809!:?ruﬂon District Now oo )..-_ .. _Primary Reglstrullon District No._____ 54..5_-:0 _____ Regisrrur's No._____#___?____ff_-

. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. If institution:-Residence befo 7
. COUNTY a. STATE b. COUNT i .or/
. 300 cot Missouri Theml s O E Y
§-37 o ide corporate limits, give TOWNSHIP only) Inside Limits c. CgRY “."’*‘: s * lasida Limits
/ TOW Caruthersville Yoot Ne [ tows Caruthersville Yes[ Nal]
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b STREET . (If outside, give location) Reside on Farm

HOSPITAL OR

1%’ ADDRESS

21. | ottended the geewnod fr / IDCM/I‘/ r)/ ’Vrui_}):uaw alive on ("Cﬂ/l/ V’V (, /r

INSTITUTION 20yrs 4th & Carleton AveeYes[] NeXl
i 3. NTAME OF DE)CEASED First  Middle Los? - 4. DATE Month Day Year
[Type or pring V - e OP
Elizabeth Naile  .&  |'beam ‘april-22- 1958
5 SEX 6. COLOR OR RACE] 7. MARRIED[ JNEVER MARRIED] ] 8. DATE.OF BIRTH "_ 9. AGE {In yeurg IF UNDER i YEAR] IF UNDER 24 HRS.
e - .!lé'ihlrthdqyr w:w' “Days Hours Min,
- R / W wicoven(§] 2 pvorceo[J| April = 2’@,}%93 To T ggee i 00
£ }0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and asiate or country) -~ |12 CITIZEN 'OF WHAT COUNTRY?
= during most of working life, sven if retirad) INDUSTRY
2 one Hornbeck Tenn. /. UeSe4he
= 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 )
i Ll —John sSoutherd Unknown 7 dead
ﬁ‘ o [| 15 ¥WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
E. % (Yonr.lna or unknqwn)l {If yas, gwhvsr or dotes of sarvics) don' t Kno M]’,‘S . Fl oya S!ni th c aru theI’SVil 1 e’ M‘
z o 18. CAUSE OF DEATH (Enter only one cause per ling for {a}, (b}, and {c).} INTERYAL BETWEEN
o o PART I. DEATH WAS CAUSED BY: o] SETy ATH
'E E IMMEDIATE CAUSE (a) .=
£ x -
; -
f w Conditions, if any, \ DUE TO (b} Q—M\-’MJ &Qp {M\/ _— o
5 > which gave rlse 1o A3
P 3 et i M Mﬂ
tating ¥ -
§ g g I.yiung ncau.nw;n:: DUE TO (c /)WJ et » Z I &
E' . 9 PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE!TH but not relatad to the |}rm|r|nl dissane conditien given in PART. 1 (a}) 19. WAS AUTOPSY
I PERFORMED? &)
12 x5k 401 vES[] No[]
[ - % % | 20e. ACCIDENT SUICIDE * HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
- = = )
S O O O
s & ZNS| 20c. TIMEOF .Hour Menth, Day, Yeor
$2 afs INJURY a.m.
= E 3 B p.m. -
g E g 20d. INJURY OCCURRED 20e. !:LAC'E OF INJURY(ef? morcbouf home. H0f. CITY, TOWN, OR LOCATION COUNTY STATE
P W "WHILE AT NOT WHILE - arm, foctory, street, o u:o etc -
35 2 WORK AT WORK D//7 “{/ (/V —f
%S
< L]
% § Death occurred at on 1he date stated above; and to the basl of my lmowlud from the cavses nol‘d
e 22¢. SIGNATOR (Begreefir title) 7 RESS PATE SIGNE
i2 [ o MWZW@% 5% W/ v
2 i A =4
# 230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, sr coulty) _ {State) /
A REMOVAL (Specify)
Cot Burisl 4=25=1958 Iittle Prairie . G ruthersville. Missouri .

24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL RER. | 26 gREGISTRAR'S SIGNATURE
Laforge Und., Co. Caruthersvilld é )7 /95 2 , o ALY é /)
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
By M, OF BY oottt s ree rere s e s e e ra s s et a e san s s a e r e en

working under my personal supervision.

Student ... s
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to.comply with the above constitutes grounds for tevocation of lxcense)

If:embalmed by a STUDENT, he also shall sign in his OWN handwriting, - = -

If this body is not embalmed, fact should be so stated above.
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